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Extraction of the Stapes.—Leidler.—During- the removal of a
polypus from the attic in a case of chronic suppurative otitis media the
entire stapes (head, crura and footplate) was inadvertently extracted.
Previous to the operation examination had revealed an advanced degree
of deafness on the same side. Immediately after the extraction no
alteration in the hearing and no evidence of labyrinth involvement
could be detected, nor had any symptoms since (about two weeks)
appeared. It would seem that it must have been merely the removal of
an already exfoliated stapes.

BARANY had removed a polvp attached to the stapes intentionally
during a radical operation. Hearing had been tested, fistular symptom
and spontaneous nystagmus had been excluded beforehand. Afterwards
a verv lively listular symptom could be elicited which lasted some six
weeks, but there had been no spontaneous nystagmus or giddiness.
Hearing was f> m. for Cv. In this case the stapes can only have been
slightly moved.

BONDY quite agreed that the stapes in Leidler's case was already ex-
foliated, as otherwise much trouble would probably have followed. He
had once performed the radical operation in a case with the listular
symptom in which the canal was found intact, but pressure with a swab
of wool over the region of the oval window produced the symptom. This
was done several times in order to demonstrate to a large number of on-
lookers. Suddenly the symptom could be no longer evoked. This he
thought was due to a luxation of the stapes and an escape of fluid. After
the operation the patient showed the usual symptoms of destruction of
the labyrinth, i.e. giddiness, vomiting, and nystagmus towards the sound
side. Hearing was preserved till the third day, when it disappeared. In
spite of the then immediately performed labyrinth operation, the patient
died of meningitis.

BARANY remarked that it was important to be sure that the tube was
closed before concluding that no fistular symptom was present, and
quoted clinical evidence in this respect.

ALEXANDER considered that the important point in the case was the
negative result to the fistular symptom, which he regarded as due to the
presence of fibrous tissue shutting off both the vestibule and cochlea.
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Mastoid Sequestra containing all Three Semicircular Canals,
with a Report of the Subsequent Labyrinthine Reaction.—Dr.
J. M. Ingersoll (Cleveland).—The author presented the case of a girl,
aged six, with evident mastoid infection on the right side. She had had
scarlet fever two months before, followed by suppurative otitis media
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dextra, headaches, nausea and dizziness, which gradually disappeared.
Profuse, foul, purulent discharge in the right ear. Middle ear tilled
with granulation tissue. Swelling and tenderness over mastoid. No
caloric reaction in right ear. No spontaneous nystagmus. No facial
paralysis. Upon operation two sequestra, one composed of most of the
mastoid cells, the other, the major part of the petrous portion of the
temporal bone, including all three semicircular canals, were found.
The recovery was uneventful, gradual compensation of the loss of the
right labyrinth taking place. The average duration of the nystagmus after
turning, when both labyrinths are normal, is thirty seconds. If one
labyrinth has been destroyed, it has been supposed that the duration of
the nystagmus, after turning, was shortened about ten seconds for the
normal side and twenty seconds or more for the pathological side, and
that the ratio of difference between the two was at least two to one.

In the case reported the nvstagmus for the normal side has gradually
returned to about the normal duration (twenty-eight to thirty seconds),
and for the abnormal side to a little more than one half of the average
duration (sixteen to seventeen seconds). The ratio of difference between
the two sides has never been as great as two to one. Clinically, com-
pensation is complete. The patient is apparently a normal child, with
no dizziness or other symptoms of labyrinth trouble. Evidently the
normal labyrinth is stimulated in the usual way by tests which affect
that side, and less actively stimulated by the tests which would affect the
other labyrinth if it were intact. In other words, although one laby-
rinth has been destroyed, the movement of the endolymph in either
direction in the normal labyrinth causes stimulation of the labyrinth,
and the labyrinth reaction is greater for the normal side than it is for
the pathological side. Compensation was fairly well established two
months after destruction of the labyrinth, and at the end of six months
the difference in the duration of the nystagmus toward the right and
toward the left, caused by the turning test, was often less than ten
seconds, or no greater than the difference which may be present when both
labyrinths are normal.1

Dr. GEORGE F. COTT (Buffalo) cited the case of a child, aged
twenty months, who had a feet id discharge from the ear and facial para-
lysis. With a sharp spoon he cleaned out the neerotie tissue, intending
to do a subsequent faeio-bypoglossal anastomosis. The internal ear was
entirely destroyed, so that the semicircular canals or cochlea could not
be recognised. He left only a shell of the petrous bone. The patient's
parents refused further operation.

Studies in Meningitis.—Dr. Samuel J. Kopetzky (New York).—-
The general conclusion is stated in the beginning, that all the symptoms
that characterise meningitis are due fundamentally to common factors,
whether the invading bacteria be one or another of the various organisms
found standing in causal relationship to the lesion. The poisoning of
the central nervous system by the invasion of microbic organisms and the
action of enzymatic ferments plus the products of brain metabolism
result in an acidosis of the tissues involved, producing an increased
tension of the cerebro-spinal fluid with disturbances of its normal circula-
tion Relief of the symptoms may be accomplished by relieving the
heightened intra-eranial tension and combatting the general effects of the
action of the poisons on the central nervous system. The clinical
symptoms of the disease were analysed. The significant features of

1 It should he noted that the above findings applied only to rotation tests.—ED.



October, 1912] Rhinology, and Otology. 503

brain compression, brain anaemia, etc., relative to the problem of intra-
eranial tension in meningitis were considered, and animal experiments on
cerebral anaemia detailed.

From the evidence thus adduced the following deductions were made:
(1) That there is an analogy in the symptoms exhibited bv brain com-
pression, and by those brought on by the meningeal tissue reactions to
mierobic infection. ("2) That the infection of the central nervous system,
particularly in the investing membranes of the brain, results in an
increase in the tension of the cerebro-spinal fluid with functional dis-
turbances of the vagus, the vaso-motor, and the respiratory centres. (3)
That these symptoms dominate the clinical picture of meningitis, modified
to some extent bv other factors. (4) That evidence of the increasing
tension is obtainable by repeated manometric measurements of the blood-
pressure, by the systematic and repeated study of the fundus of the eye,
the results of lumbar puncture, and observation of the character and rate
of res] >i rat ion at the bedside.

In the production of increased tension of the cerebro-spinal fluid, the
oedema of the brain-tissue itself, in addition to an u-ilema of the tissues
of the investing membrane, is the principal factor. The former impinges
on the available space in the cranial vault, and the latter interferes with
the free circulation «»f the cerebro-spinal fluid.

The evidence produced shows that the predominance of the pressure
symptoms as found in meningitis is, in a large measure, due to oedema of
the cerebral and meningeal tissues. This oedema is the result of an
acidosis, evidenced clinically by the varying degree of acidity found in
the cerebro-spinal fluid, and although no attempt is made to correlate the
degree of pressure symptoms to the degree of acidity found, yet the latter
seems to bear a definite relationship to the former, and. finally in the
cases which clinically present the more stormy picture of disturbances of
the sensorium, larger amounts of lactic acid are demonstrable in the
spinal fluid.

The author next considers the bacterial activity in meningitis in rela-
tion to the resultant tissue reactions ; the early disappearance of the
carbohydrate element in the spinal fluid, the cause of this, its effects on
the patient, and its significance as the earliest sign of distinct value in
diagnosis. The conclusions drawn from this phase of the study are:
The result of pathogenic bacterial growth in the central nervous system
is evidenced by the cnrJii disappearance of the carbohydrate element in
the cerebro-spinal fluid, and the presence in its place of nitrogenous
products, the result of tissue destruction. These two factors, particularly
the latter, produce the symptoms of general intoxication which, in addition
to the pressure symptoms, make up the clinical picture of meningitis.

There follows a short study of the metabolism of the central nervous
system in relation to the recognition of decomposition products of
cellular elements (penultimate and ultimate products of lecithin destruc-
tion), ptomaines, and the relation of such products in the spinal fluid to
the symptoms of meningitis.

Summarising the evidence up to this point, it is found that, due to
bacterial activity plus the factors discussed in the preceding sections of
the paper, there exists in meningitis a decomposition of the lecithin
molecule element in the nervous tissue. The evidence of this is present
in the cerebro-spinal fluid through the finding in it of larger quantities
of choline than the amount which is determined the normal minimal trace.
From the evidence presented by detailed investigations of this alkaloidal
body it seems to be the factor in the clinical picture which clinicians



The Journal of Laryngology, [October, 1912.

have come to regard as the " poison-effects " of the disease. The increased
quantity of choline in cerebro-spinal fluid of meningitis is not the result
of gross destruction of the lecithin constituent of gray matter in the brain
so much as it is another evidence of the stasis of circulation of the eerebro-
spinal fluid, with the result of an accumulation of the products of cell
metabolism, because the mechanics of elimination are interrupted. This
is shown bv the decrease in its amount and the absence, or disappearance,
of the toxic-poisoning effects later, when the patient begins to recover.

The Surgical Treatment of Meningitis.—Irving S. Haynes (New
York). — The paper contained a description of the operation which he has
devised, its scope and its objects, and case reports. The purpose of the
operation—drainage of the cisterna magna—are : (1) To open the cisterna
magna, relieve intra-cranial pressure, and restore the normal supply of
blood. (2) To do this without danger of "corking up the foramen
magnum '" by downward displacement of the brain stem. (3) To prevent
shock and possible death of the patient from too sudden escape of the
cerebro-spinal fluid. (4) To provide for free and continuous drainage of
the infected eerebro-spinal fluid and thus enable Nature to effect a cure
of the disease. (5) To afford inspection of the foramen of Magendie, and
if it be closed, its reopening. (6) To forestall possible complications,
especially hydrocephalus. (7) To accomplish these desirable ends by an
operation of the simplest teelmic, in the minimum of time, with the least
shock.

Among the conclusions were: (1) The only relief is by early, free and
continuous removal of the rapidly forming cerebro-spinal fluid, thus pre-
venting cerebral compression, bulbar anaemia and paralysis and death.
(2) Anatomy, physiology, pathology and surgery show the cisterna magna
the place best suited for such a pui'pose.

Dr. WENDELL C. PHILLIPS believed that Dr. Kopetzky had proved
that cerebro-spinal meningitis can be diagnosed from the chemical ex-
amination of the cei'ebro-spinal fluid, and that the chemical changes
precede the clinical manifestations. His conclusions, however, must be
subjected to further verification. The speaker had had the opportunity,
clinically, of witnessing the effect of relieving meningeal pressure by the
early operative interference advocated by Dr. Haynes. In this connection
he cited a case which was particularly interesting when compared witli
two others which had been treated by him at about the same time. Two
had labyrinth symptoms of the fulminating type, and had died apparently
from intra-cranial pressure. The other was a case of diffuse purulent
labyrinthitis, presenting no intra-cranial symptoms at the time. There
was post-auricular swelling, and a simple mastoid operation was pei-formed.
The cerebro-spinal fluid was examined, chemically, by Dr. Kopetzky, and
the usual laboratory examination was made. Infection of the strepto-
coccal variety was reported from each examination. There were no
meningeal symptoms. Two days after the mastoid operation, because of
finding streptococci in the fluid and because of the chemical findings, he
determined to do a labyrinth operation, believing the labyrinth to be the
source of the infection. The patient presented the usual symptoms of
labyrinthitis. He furthermore decided it was a typical case for the
Haynes operation for meningeal drainage, and accordingly he drained the
cisterna magna. The subsequent history of the case was interesting.
The patient was returned to the ward in good condition, made apparently
a good recovery from the anaesthetic, was perfectly conscious, and pre-
sented no symptoms of paralysis or other untoward results. This condition
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continued for several days, when the temperature began to rise. The
mental symptoms remained clear and the pulse good. On the third
day after the first elevation the temperature rose to 103° F. and the
mentalitv became slightly clouded, but this condition was entirely relieved
by loosening the drain and permitting a freer flow of eerebro-spinal fluid.
The patient went on for nine days after the operation with absolutely
no meningeal symptoms. The temperature then gradually rose, the pulse
grew somewhat weaker, and at the close of the ninth clay the patient died.

Dr. JOSEPH C. BECK (Chicago) asked if it is possible to keep the fluid
in the ice-box. All serologieal tests could be made if the fluid is kept
cold, and he wondered if the same applied to the tests described bv Dr.
Kopetzky.

Dr. IRVING S. HAYNES said that one of the great advantages of the
operation under discussion consisted in its proceeding through practicallv
bloodless structures. A few anastomotic veins might be encountered, but
the bleeding in the bone might be disregarded. In the average case no
haemorrhage would be encountered, and for the unusual cases Horslev's
wax and other measures would serve to arrest haemorrhage. Ligation
should be resorted to, of course, when necessary. He used rubber or
gutta-percha tissue drainage places between the lips of the dural incision.
The longest time he had left a drain in place was four days. Tn all his
cases the patients died, because they were not seen early enough. The
operation was feeble and rational, and he hoped to have some curable
case.-, in which to employ it.

Brain Abscess of Otitic Origin: A Study of Twenty-one
Cases. Dr. Edward Bradford Dench (Few York).—Of the twenty-
one cases, seventeen were instances of temporo-sphenoidal abscess, and
four were cases of cerebellar abscess. This experience controverts the
statement made by certain observers that cerebellar abscess of otitic
origin is of more frequent occurrence than temporo-sphenoidal abscess
from the same cause. Of the temporo-sphenoidal abscesses, seven were
on the right side and ten upon the left side. Of the cerebellar. two were
upon the right side and two upon the left side. The avenues of infection
are of particular interest to otologists. Of the temporo-sphenoidal
abscesses, m nine cases infection occurred through the tympano-mastoid
roof. In one case the abscess was found in the Island of Reil, and so
must have been of met astatic origin. In another an abscess was found in
the temporo-sphenoidal lobe following a decompression operation, at
which time the temporo-sphenoidal lobe was explored for a possible
abscess. As the purulent discharge from the ear still continued in this
case it is possible that the subsequent abscess developed as the result of
infection in the brain tissue, which had been broken down at the previous
exploratory operation.

Of the cerebellar abscesses, in three cases infection occurred in the
lateral sinus. In the fourth case of cerebellar abscess there was a com-
plicating neoplasm of the auditory nerve trunk, the cochlea being com-
pletely destroyed by the neoplasm tissue (fibro-sarcomatous in nature).
Infection in this case probably occurred through the internal auditory
meatus, although the exact avenue of invasion could not be made out.

The relative frequency with which brain abscess followed acute and
chronic middle-ear suppuration respectively was as follows: In four of
the twenty-one cases the duration of the suppuration was unknown. In
seven there was a history of chronic suppuration, while in ten inter-
cranial involvement followed an acute suppuration of the middle ear. In
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two of the acute cases there was a period of latency, in one ease extending
over ten years, and in a second case extending over a period of one month.
In four cases following acute otitis media the mastoid antrum was exceed-
ingly small and the middle cranial fossa very low. This anatomical fact
may explain the development of a suppiirative focus within the temporo-
sphenoidal lol>e following acute otitis in these particular cases.

The results of operative methods in the different cases were as follows :
Of the seventeen temporo-sphenoidal abscesses ten died and seven were
cured. Of the eerebellar cases three died and one was cured. The cause
of death in the fatal cases was purulent meningitis, excepting in two
instances, in one of which death was due to pneumonia, in the other
the case was complicated by a neoplasm involving the auditory nerve
trunk.

Dr. JAMES F. MCKERNON (New York City) considered abscess in
the tenrporo-sphenoidal region more frequent than in the eerebellar, the
ratio being four to one. The most frequent avenue of infection in the
temporo-sphenoidal lobe was through the tegmen antri. The symptom
upon which he laid greatest stress was localised and continuous pain,
which, in his experience, had always been present. The eye symptoms
had been found negative in more than b'O per cent, of cases. Manv cases
had been examined several times, and in only 40 per cent, was there any
eye involvement. It was best to operate through the avenue of infection.
It was safer to drain through the infected area than to go higher or
lower, where the tissue was not infected. The decompression operation
was of value for two reasons : First, by exposing the dura, opening it,
and allowing it to become seared down, the abscess cavity could be
explored later. Should the cavity be in close proximity to the opening
in the dura, it usually followed the line of least resistance. Second, it
prevents secondary meningitis. After evacuating the abscess cavity
there should lie as little manipulation of the brain substance as possible.
He deprecated introducing the finger, gloved or otherwise, and believed
that many cases of renewed infection were due to opening new avenues
of infection at the time of operation. Formerly he had used a plain
gauze drain; now he employed only the cigarette drain for the first three
or four days, after which, provided the abscess cavity collapsed, it was
better to discard the cigarette drain and to place in the sinus leading to
the cavity a small piece of rubber tissue.

Dr. GEORGE F. COTT (Buffalo), referring to Dr. McKernon's remark
concerning the presence or absence of pain, said he had observed several
cases, two of which were eerebellar, in which there was no pain at all.
One patient, a foreigner, aged thirty-five, walked to the operating table
without having complained of pain; the radical operation was per-
formed, the patient became comatose, and in two days died. Post-mortem
examination showed that one entire hemisphere was bathed in pus, which
trickled down upon the post-mortem room floor. Another case of a man,
aged forty-five, never manifested any pain ; had frontal sinus empyema.
The patient suddenly lost the power of speech. Upon operating the
skull the whole frontal lobes were found bathed in pus, nearlv one half
the entire brain.

Dr. EWING W. DAY (Pittsburg) called attention to a class of cases
simulating abscess, the pathological condition of which he had not seen
described. There was a history of acute or chronic purulent otitis media,
acute pain and tenderness, blood picture practically normal, no tempera-
ture, and more or less definite nervous symptoms, with a diagnosis in
each case of abscess. Upon exploration he had found no abscess, but a
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thrombus, thoroughly organised, creating no pressure, and giving no
evidence as to what initiated the disturbance. Relief resulted from the
curetting out of the organised material. In one case he did a jugular
and lateral sinus operation for an acute condition. After healing had
taken place the patient had aphasia and mental confusion, at which time
he noticed a bleb, not larger than a bean, over the old sinus. 'This was
curetted and the man sent away. The mental confusion and aphasia
entirely disappeared, together with all the symptoms which had been
present before.

Dr. S. MAOCUEX SMITH (Philadelphia) agreed with the previous
speakers concerning the relative frequency of abscess in the temporo-
sphenoidal region. His experience was not in accord with that of others
in the matter of abscess formation more frequently complicating the
chronic form of otitis media : in latter years he had found it more
frequently in the acute form. It was of the greatest importance, in his
opinion, to operate, through the avenue of infection whenever this could
be found. In all of his cases which recovered he operated through the
avenue of infection, it not being necessary to make a counter
externally.

Dr. DKNCH thought too much empliasi;
of pain.

opening

was laid upon the presence

The Eustachian Tube in Chronic Otitis Media.—Dr. Edgar
M. Holmes (Boston).-—(rcnern! jmtliuloij!/.—The associated inflammation
in ear and tube niav vary in degree, a severe inflammation of the tube
may exist without showing aural signs. Wry slight changes m the tube
mav cause severe aural complications.

^'Etioliujy.—Nasal pathology, marked deformities may exist "without
apparent trouble in the Eustachian tube or ear, and again the relief from
slight nasal disease sometimes results in a cure of severe salpingitis and
the resulting middle-ear conditions.

Pnujtiosix.—As vet our knowledge is not sufficient to give a positive
prognosis ; many severe middle-ear inflammations of long-standing, with
marked loss of function, after having failed to respond to long courses of
treatment bv other methods, may be relieved by restoring the Eustachian
tube to its normal function.

Trent in eat.—General epi-pharyngeal applications ; surgical treatment
of hypertrophies and growths; dilation with bougies; applications
within the tube; and general hygienic and systemic treatment.

Dr. FRANCIS P. EMERSON (Boston) said individual cases have shown
improvement, but always in proportion to the extent that the process was
confined to the Eustachian tube, and had not seriously involved the middle
ear, with its secondary changes. The best results were obtained by care-
fully cocainising the tube, followed by a cotton-tipped applicator, im-
pregnated with 20 per cent, argyrol. The greater number of patients
felt that there was less stuffiness in the ears, less tinnitus and that the
fluctuations in hearing were less extreme, even when the disease had
extended over many years. In many eases it seemed as though the
disease was less progressive. He had not seen cases with extreme deafness
recover their hearing except in a few instances, following acute infections,
where one could not be positive, it would not have occurred under former
methods. In cases that are distinctly chronic in type and that have failed
to improve under previous treatment, secondary changes have already
occurred in the middle ear in the majority. We must limit ourselves
then to these uncured cases that have failed to improve or are becoming
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progressively worse under usual methods, and not treat the Eustachian
tube in everv case if we are to learn its relative value. His conclusions
were as follows : First, if there was considerable loss of the high notes.
•/. e. 3 : 25, as determined by the whispered voice or acoumeter, the hearing
was not markedly improved, bv additional local treatment of the Eusta-
chian tube. Second, with a positive Rhine, an occasional case will show
verv marked improvement, which is in direct relation to the length of
time elapsing since the acute infection, and the limitation in the main of
the pathological process to the tube itself. Third, with a marked negative
Rhine, we have failed to note any permanent improvement in hearing.
Fourth, most patients admitted that the ears were less stuffy, the fluctua-
tions in hearing less marked, the tinnitus improved and apparently the
otitis media was less progressive.

Dr. SIDNEY YANKAUEE (New York) thought the dictum that all
chronic eatarrhal affections of the middle ear are due to an extension of
infection through the Eustachian tube had given rise to many errors. So
long as the tube was imagined and not seen it was easy enough to believe
anything concerning it, but since instruments have been devised for
examining it, a different classification of these diseases must be made.
A good deal has been said about inflammation of the various parts of the
Eustachian tube; this prompted him to study the tube, as actually seen
by the various instruments. In order to determine what part of the tube
was seen by these different instruments he devised an instrument as
follows : A tube, about 15 mm. in diameter, was bent at one end to the
shape corresponding to the curve of the Salpingian curettes, so that it
could be passed through the external auditory canal down to the isthmus;
the other end of the tube was provided with a scale. Through this tube
a bougie, provided with an indicator, was passed. A few cases of middle-
ear suppuration with large perforations wei'e selected for study. The
tube was inserted through the perforation, and the bougie was advanced
through the tube until it came into the naso-pharynx. By withdrawing
the bougie it could be accurately determined how far into the Eustachian
tube it was possible to see. With the post-nasal mirror he was able to
follow the end of the bougie outward just as far as he could with the naso-
pharyngoseope. With the direct naso-phaiyngeal speculum he could
follow it '3 mm. further out. By introducing a tubular speculum into
the tube through the direct naso-pharyngeal speculum he could see 12
mm. further, so that he could get within 1 cm. of the isthmus. From
these experiments he concluded that everything that can be seen with the
liaso-pharyngoscope or post-nasal mirror is within the naso-pharynx, and
that what is within the tube cannot be seen by any of the instruments
named. To see the interior of the Eustachian tube one must open it and
insert a speculum. Of the many cases examined with the various instru-
ments he had found many in which there was disease in the nose, in the
fossa of Rosenmiiller, and some on the crest of the Eustachian eminence;
only a few in which there was disease in the Eustachian orifice, but in
the interior of the tube he had never found a pathological lesion. While,
therefore, disease about the orifice and in the nose was of frequent occur-
rence, the interior of the tube itself seemed to be without disease. He
had failed to find direct extension from the nose into the middle ear
through the Eustachian tube.

Dr. HOLMES agreed that in many cases disease in the Eustachian tube
cannot be seen. It did not signify, however, that because no swelling nor
marked hypertrophy could be seen in a given case, the tube was not
interfering with the middle ear. If the tube did not ventilate the middle
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why should there he retraction of the drum membrane ? In many cases,
after applying cocaine or adrenalin, or passing a bougie, a marked secre-
tion could be found, and vet no disease be present around the orifice of
the tube.

A b s t r a c t s .

L A R Y N X A N D T R A C H E A .

Andrew, James.—Note on a Case of Fracture of the Larynx. " Lancet,"
March 0, 1912, p. 048.

Engine driver, aged forty-three. Fracture of thyroid and cricoid
cartilages during a violent attack of sneezing when he turned his head
sharply away bringing the larynx into sudden contact with the sharp
edge of his collar. The voice was husky, the throat swollen and painful,
there was dysphagia and profuse salivation. A poroplastic splint was
worn for twenty-one days and the patient gradually recovered.

Macleod Yearsley.

Blumenfeld, Prof. (Wiesbaden).—Hsemostasis in the Larynx by means
of Metal Clips. "Zeitsehr. f. Laryngol.," Bd. iv, Heft 3.

Professor Blumenfeld records a case in which he got into a rather
tight corner. The patient was a man, aged fifty-one, who suffered
from tuberculosis of the upper aperture of the larynx ; examination of
the lungs revealed a healed tubercular process. Blumenfeld first
attempted to remove the stump of the epiglottis with the snare, but
failed ; the double curette of Alexander proved more satisfactory and,
with it, he not only removed the epiglottis but the diseased part of the
ary-epiglottic folds. There was free bleeding from the left fold which an
adrenalin mop failed to stop. A coating of gelatin (Goldschmidt) was
also tried ; the patient was given ice to suck and also an enema of
chloride of calcium. The patient became very pale (pulse feeble and
irregular), and as the haemorrhage still continued the question of
tracheotomy and pharyngotomy was considered. Before resorting to
this measure, however, Blumenfeld tried the instrument designed by
Avellis for clipping together the faucial pillars after enucleation of the
tonsil. After several unsuccessful attempts Blumenfeld at last succeeded
in getting a clip on to the bleeding spot and the haemorrhage at once
ceased ; thereafter the patient almost immediately collapsed. The clip
remained in situ seven days and caused little pain, but there was again
difficulty when the clip had to be removed, and a special instrument
had to be made. The patient progressed favourably and the larynx
appeared to be healed four months later.

Blumenfeld admits that, even after the application of a clip, haemor-
rhage may go on into the submucous tissues. He notes that the clips
must be secured by means of a thread to the patient's cheek. Suitable
instruments have* now been devised by the writer for inserting and
removing the clips in the larynx; they can be fitted to the ordinary
Krause handle. * J- S. Fraser.
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